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Patients facing the unexpected loss of a tooth in the esthetic
zone in an otherwise healthy dentition may feel psychologi-
cally distressed. The placement of an implant into a fresh
extraction socket followed by an immediate provisional
restoration supported by the implant can help alleviate an
upsetting experience. The utilization of a patient's own teeth
can further provide a seamless transition from hopeless teeth
to implant supported restorations.
Immediate implant placement and immediate provisiona-
lisation (IIPIP) of a single anterior tooth have been documen-
ted to have high success rates ranging from 93.5% to 100%
[1–4]. The results are comparable to implants placed in healed
sites with immediate provisionalisation [5,6] or delayed
loading approach [7,8] with reported success rates of 100%
and 97% respectively.
In addition to shortened treatment time and smooth con-
version, the ﬂapless approach of IIPIP which maintains the
blood supply to the buccal bone plate could help minimize
changes in the facial–palatal contour [9–11]. Although bone.1016/j.sdj.2015.10.001
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the implant [12,13], the immediate provisionalisation acts as a
scaffold to support the existing soft tissues from ﬂattening [1,11].
Various techniques have been described for the construction
of implant supported provisional restorations with the aim to
support the peri-implant tissues [1,9,11]. Provisional shells made
with auto-polymerizing acrylic resin are the most commonly
prescribed methods, however, much chair-time is required to
accurately reproduce the interproximal contacts and identify the
location of the cervical margin. Furthermore, the provisional
materials are vulnerable to staining and fracture with time.
This case report utilized a patient's natural teeth as
provisional restorations supported by the immediately placed
implants.Case report
A twenty-six year old male patient was referred for the
management of the symptomatic maxillary left central and
lateral incisors. The incisors were diagnosed with external root010, USA. Tel.: þ1 917 767 9166.
Fig. 1 – (a) Labial view of the pre-operative clinical condition.
(b) Palatal view of the pre-operative clinical condition.
Fig. 2 – Pre-operative periapical radiograph showing
external root resorption of maxillary left central and lateral
incisors.
Fig. 3 – (a) CBCT showing intact buccal plate and a 3.5 mm
Nobel Active implant of 15 mm length was planned for the
replacement of central incisor. (b) CBCT showing intact
buccal plate and a 3 mm Nobel Active implant of 15 mm
length was planned for the replacement of lateral incisor.
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prognoses were assessed to be poor (Figs. 1a, b and 2).
Cone beam computed tomography (CBCT) revealed the
presence of buccal plate and the patient was treatmentplanned to receive immediate implant placement and
immediate provisionalisation for both the central and lateral
incisors (Fig. 3a and b). The IIPIP procedures for the two teeth
were performed on two separate visits to maintain the
integrity of interproximal bone. The IIPIP of lateral incisor
was carried out six weeks following IIPIP of central incisor
when the peri-implant tissues have stabilized (Fig. 4a and b).
Fig. 4 – (a) Labial view of soft tissue healing 6 weeks after
IIPIP of central incisor. (b) Screw access hole on the palatal
surface of implant supported natural crown of left central
incisor.
Fig. 5 – (a) Removal of maxillary lateral incisor with forceps.
(b) Extracted maxillary left lateral incisor showing extensive
area of external root resorption. (c) Presence of buccal bone
veriﬁed at 3 mm below the free gingival margin at
extracted site.
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crestal ﬁbers with a 15c scalpel blade was performed and the
tooth was removed carefully with extraction forceps (Fig. 5a
and b). The socket was thoroughly debrided with a surgical
excavator and rinsed with saline. The integrity of the buccal
wall was veriﬁed (Fig. 5c). Two 15 mm threaded and textured
implants with diameters of 3.5 mm and 3 mm (Nobel Active,
Nobel Biocare) were placed at central and lateral incisor sites
respectively on two separate visits. The implants were placed
toward the palatal aspect of the extraction sockets to a depth
of 3–4 mm from the free gingival margin (Fig. 6a and b).
A minimum torque value of 30–35 N cm upon implant place-
ment was conﬁrmed prior to immediate provisionalisation.
The anatomical crown of the extracted tooth was sec-
tioned off and the screw access hole was created on the
palatal surface of the crown (Fig. 7). A screw retained provi-
sional abutment was placed onto the implants. The natural
crown was steam cleaned, treated, and connected to the
temporary abutment with ﬂowable composite resin intra-
orally with an aid of a position index (Fig. 8a and b). The
connected provisional restoration was then removed from
the implant and composite resins were used to contour the
sub-gingival portion (Fig. 9a and b). It is crucial the subgingi-
cal contour supported the peri-implant tissue.Upon completion of the screw retained provisional
restoration, a tall, ﬂat-contoured healing abutment was
placed onto the implant prior to the placement of bone graft
materials. The healing abutment allowed the grafting materi-
als to be placed and packed against it at the same time
prevented the excess from entering the screw channel. A
xenograft bone graft material (Bio-Oss, Geistlich Pharma AG)
was used to ﬁll the gap between the implant and the buccal
wall as well as the space above up to the most coronal aspect
of the free gingival margin (Fig. 10). The healing abutment
was then removed, leaving the bone graft material intact.
The prepared provisional restoration was subsequently
Fig. 6 – (a) Implant (3.5 mm15 mm) placed at extracted
socket of central incisor. (b) Implant (3 mm15 mm) placed
at extracted socket of lateral incisor.
Fig. 7 – Screw access hole created on the palatal surface of
the sectioned anatomical crown of lateral incisor.
Fig. 8 – (a) Provisional crown was etched and primed. (b) The
crown was repositioned with an aid of a matrix.
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temporary material (Cavit temporary ﬁlling materials, 3M,
ESPE). The occlusion was adjusted to clear all static and
dynamic occlusal contacts (Fig. 11). The technique resulted
in minimum alteration of the patient's esthetics (Fig. 12).Discussion
Tooth removal results in marked reduction in buccal–lingual
alveolar bone width [14,15]. Araujo and Lindhe showed thatthe reduction of the dimension of an extraction site was due
to the replacement of bundle bone with woven bone from the
inner portion of the socket and the resorption of the outer
and crestal portions of the buccal–lingual socket walls [16].
Various techniques have been proposed to place implants
immediately following extraction [17]. Assessment of the
morphology of the pre-extraction socket is essential. Elian
et al. classiﬁed the extraction site based on the presence or
absence of the labial and interproximal bone, and its over-
lying gingival tissue and papilla surrounding the compro-
mised tooth to be extracted [18]. When a socket is not
compromised, described as a type I socket, the use of bone
graft coupled with ﬂapless surgery can help limit the amount
of buccal contour change [11,19,20]. The grafting materials are
then contained by the provisional restoration.
The use of a position matrix is an effective method to
reposition the sectioned natural crown back to its pre-
extracted spatial position. The use of the patient's own tooth
simpliﬁed the provisionalisation procedure as no modiﬁca-
tion was required for cervical margins and interproximal
contacts. Furthermore, the tissue response to the patient's
own tooth could be expected to be more superior than other
provisional materials, which tends to promote plaque accu-
mulation if it is porous or unpolished.
Fig. 9 – (a) The crown connected to the temporary abutment.
(b) Composite resin used to contour the tissue surface.
Fig. 10 – Bone grafting materials packed against the healing
abutment.
Fig. 11 – Occlusion cleared of any static and dynamic
contacts.
Fig. 12 – Post-operative clinical view of IIPIP of left lateral
incisor on the day of surgery (IIPIP of central incisor was
completed 6 weeks prior).
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The patient's extracted teeth can be used as provisional
restorations following immediate implant placement for a
seamless transition from hopeless teeth to implant sup-
ported restorations.r e f e r e n c e s
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